Cervical lymphadenitis may be the result of diverse conditions in a patient. Clinical and epidemiologic information about cervical lymphadenitis can often lead to a presumptive diagnosis and, thus, limit the number of studies required as well as direct the type of initial therapy administered. We report a case of cervical lymphadenitis in a Vietnamese woman for whom a presumptive diagnosis of tuberculosis was made and antituberculous therapy was started. Pathologic examination of an excised lymph node revealed the correct diagnosis -histiocytic necrotizing lymphadenitis, or Kikuchi-Fujimoto disease. We review the clinical, epidemiologic, and pathologic features of this recently recognized disease. Careful examination of excised material from the lymph nodes should prevent patients who have Kikuchi-Fujimoto disease from receiving unnecessary treatment.
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Determining the etiology of enlargement of the cervical lymph nodes is a common diagnostic challenge for clinicians. The possibility of infection, neoplastic disease, or autoimmune disease must be considered when diagnostic studies are being planned. The clinical and epidemiologic features of the enlarged lymph nodes are often useful in determining the diagnostic tests that are required and the type of initial therapy to be administered. We report a case of cervicallymphadenitis in a Vietnamese woman for whom a correct diagnosis was established only after pathologic examination of an excisional biopsy specimen was performed.
Case Report
A 35-year-old Vietnamese woman was admitted to St. Mary's Hospital Center with a 3-week history of fever and night sweats and a 2-week history of progressive swelling of the left side of her neck. The patient had lost 2 kg during her illness but had no other complaints. The patient denied that she had been exposed to tuberculosis, and she had lived in Canada for 8 years without traveling abroad. On examination the patient's temperature was 38.8°C, and there was a firm, tender mass (4 em X 3 em) below the angle of her left mandible. Several smaller (l em X 1.5 em) firm nodes were palpated in the left posterior triangle of her neck. The patient's overlying skin was healthy.
Pertinent laboratory data included a white blood cell count of 5.3 X lQ9/L, with 49% neutrophils and 32% lymphocytes (l % of white blood cells were atypical). The concentration of hemoglobin was 118 g/L, and the erythrocyte sedimenta-tion rate was 60 mm/h with use of the Westergren method. The results of a chest radiograph, urinalysis, and routine biochemical tests were normal. Serologic and immunologic tests were ordered (tables 1, 2, and 3). The patient did not have a history of diarrhea, and cultures of stool specimens were not performed.
A presumptive diagnosis of tuberculosis lymphadenitis was made, and a biopsy of the patient's cervical lymph node was performed. While awaiting the results of the biopsy, the patient was started on a therapeutic regimen of isoniazid, rifampin, and pyrazinamide. However, she complainedof severe nausea and her temperature rose to 39.3°C, so the medications were discontinued after 48 hours.
Pathologic examination of the lymph node revealed an extensive necrotizing process (figure 1). A pathologic diagnosis of histiocyticnecrotizing lymphadenitis(Kikuchi-Fujimoto disease) was made. The patient continued to have daily fever spikes for 1'\J2 weeks and then defervesced while she was not receiving any therapy. The cervical adenopathy resolved, and she remains well 3 months postbiopsy.
Discussion
As a result of the recent arrival of Vietnamese immigrants in Canada, an increasing number of cases of cervical lymphadenitis caused by tuberculosis have been seen at 51. Mary's Hospital Center. All aspects of this woman's clinical presentation were consistent with a diagnosis of tuberculosis, and appropriate chemotherapy for tuberculosis was started after the biopsy of the lymph node was performed. The histologic examination, however, revealed the correct diagnosis-Kikuchi-Fujimoto disease. This is not the first case of a patient with Kikuchi-Fujimoto disease who received anti-tuberculous therapy unnecessarily. The other patient received therapy with isoniazid and rifampin for 1 year despite the fact that a biopsy of the lymph nodes demonstrated the characteristic pathology of KikuchiFujimoto disease [1] . Histiocytic necrotizing lymphadenitis was first described in 1972 by Kikuchi and Fujimoto [2, 3] . Although the initial reports of this disease were from Japan , cases have been found in other parts of the world [4] . Many of the patients in Europe and the United States who have had histiocytic necrotizing lymphadenitis have been-of Asian descent, which may suggest a racial or genetic susceptibility. The majority of cases involve young women who develop painless, often unilateral cervical adenopathy. Other~mph nodes (e.g., mediastinal or retroperitoneal) rarely are involved in Kikuchi-Fujimoto disease [5] .
Fever is present in about one-third of cases of KikuchiFujimoto disease and may be a presenting complaint [5] [6] [7] . [7] . Test of autoimmunity are usually negative, but in one series of cases that was reported two patients with Kikuchi-Fujimoto disease subsequently developed systemic lupus erythematosus [4] .
It has been speculated that Kikuchi-Fujimoto disease may be a self-limited form of systemic lupus erythematosus triggered by an as yet unidentified virus [8] . No specific treatment of Kikuchi-Fujimoto disease is recommended, and symptoms usually resolve in 1-4 months; there have, however, been cases that recur or persist for as long as a year. One patient who had Kikuchi-Fujimoto disease with myocardial involvement died [9] .
The diagnosis of Kikuchi-Fujimoto disease is established on the basis of histologic examination of the enlarged lymph nodes [4] . The T cell regions predominantly are involved, and there is a wide morphologic spectrum depending on the degree of necrosis seen. The necrosis consists of eosinophilic fibrinoid material that contains karyorrhectic nuclear debris (nuclear dust). This debris is surrounded by foamy histiocytes, macrophages, and reactive T cells . Characteristically, there are no polymorphonuclear cells, and plasma cells are scarce. The abundance of reactive histiocytes and the disruption of lymph node structure may result in an erroneous diagnosis of malignant lymphoma or Hodgkin's disease [10] .
